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Decentralised management
structures ... the
physiotherapy experience
at John Hunter Hospital
In response to the increasingly competitive and
demanding health environment, manyAustralian
hospitalshave implemented, orare considering
the implementation of, organisational forms
and management practices which call for the
decentralisation of allied .health services.
From its early development, the John Hunter
Hospital in Newcastle was planned to have a
decentralisedstructure.ln responsetoinquiries
from many allied health professionals in ·New
South Wales, Victoria and Western Australia,
th ispaperdiscusses the difficuIties experienced
byphysiotherapistsworkinginthis decentraIised
management structure and the rati anaIehehind
the decision to withdraw from such astructure
and to forma centralised professional
department.
[Robinson ME and Compton JV: Decentralised
management structures - the physiotherapy
experience at John Hunter Hospital. Australian
Journal of Physiotherapy 42:317-320]
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he organisational structure in
which physiotherapists work has a
major influence on the success of
their clinical·practice. This is
particularly so in the public hospital
sector, where physiotherapists
traditionally work in centralised
hierarchical patterns of organisation.
Over the last decade, the increased
complexity of organisations,
government intervention, competition
and increased technology combined
have forced medical institutions to
question their management structures.
Health care executives have looked at
alternate models of organisation to
cope with the stresses of their
operating environment. One such
model commonly advocated to solve
these problems is the matrix
management model (MMM). This
paper will discuss the advantages and
disadvantages of the organisational
structure of the MMM, based on the
experiences ofthe physiotherapy
department at the John Hunter
Hospital in Newcastle. These
experiences have shown that matrix
organisation creates an organisational
structure which is hard to manage
because ofambiguities in role
definition and balances of power.
The matrix management model was
originally designed for use in industry
(Heyssel et aI1984). Unlike traditional
hierarchical structures which delegate
authority to professional and
administrative department heads who
are responsible for the supervision of
staff along professional lines, matrix
organisations develop dual authority
relationships based on functional
responsibilities. In this structure, the
line of authority is through a
functional manager (Crampton et al
1978). Employees are grouped by the
patients, projects or programs on
which they work. In more recent times
this has become known as product line
management or program management
(Carnes and Smith Tewkesbury 1991).
Matrix organisational structures result
in decentralisation of operating
responsibilities and financial
accountability.
The specific application of this
industrial concept to health care has
received both positive and negative
evaluations in the literature. However,
they are theoretical evaluations only
and specific to the United States of
America. They do not deal with the
implications this organisational
strtlcturecan have in Australia, for
professional groups which must be
fragmented in order to implement the
model.
Allcorn (1990) documents the theory
of matrix management in great depth
and states the following as some of the
advantages:
• decision making occurs at lower
levels within hospitals, and layers
of management are minimised;
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.. information clarity and processing
is improved as a result of better
organisation, decreased number of
layers ofcommunication and
improved application;
• teamwork and interpersonal
relationships between health care
professIonals and various areas
within hospitals improve as a result
of greater interaction aimed at
goal achievement;
• participation is.increased as
opportunities for rewarding
interpersonal interaction, job
variety, and personal influence
(especially for younger
organisation members) lead to the
experience oEone's work as
fulfilling;
• work becomes more task and goal
oriented;
.. increased team work helps to
identify those who are less
productive;
• the hospital becomes more
responsive to internal and external
change with decisions being made
more quickly;
49 rigidity that is common to
hierarchical hospital organisations
is minimised;
(I rational allocation ofhuman
resources is enhanced, which
permits hospital administrations to
bring the best workforce skills to
bear on problems (Davis and
Lawrence 1977,Fine 1985);
.. a strong unity of command at the
top is encouraged to maintain
balance among matrixedareas of
the hospital, provide centralised
direction and resolve conflict.
However, the theoretical advantages
ofmatrix establishments are
overshadowed by the· complexity of
this organisational form. Problems
arise as a result of poor
implementation and the confusion
imposed by dual lines of authority.
Allcorn (1990) groups such problems
into five major categories:
organisational balance problems,
organisational control problems,
administrative cost problems, stress
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management problems and power and
authority problems.
Organisational balance problems
present as an imbalance that favours
either the functional or the program
manager, creating problems in
maintaining the assumed balance of
power. The problems are exacerbated
when personality conflicts arise
between the functional. and program
managers, resulting at best, in power
struggles alJ-d at worst, anarchy. The
functional manager can be left with
only.a supporting role to the program
manager, thus weakening the position
of individual professions within the
organisation.
Organisational control problems
result in ambiguity of reporting
responsibilities. This can resultin
taking advantage of reporting to two
supervisors, playing one against the
other. The resulting organisational
stress leads to poor communication
and information flow, making it
difficult to keep everyone in the matrix
informed ofprogress and problems.
The constant use of power and
authority by managers makes power
struggles inevitable.
Matrix management is an expensive
organisational form creating
administrative cost problems. The
necessary information systems and
communication network costs are high,
as is the time necessary for conflict
resolution and the maintenance of
organisational balance. Consensus
decision making is not a prerequisite of
matrix organisation but is necessary to
deal with the ambiguity. As a result,
extra management and employee time
is taken from patient care to build the
necessary consensus. This can also be a
cumbersome and frustrating mode of
decision making.
The complexity of the.accountability
system created by the dual reporting
leads to stress management problems.
Double reporting creates stress over
who is accountable for what and who
reports to·whom. This can result in an
increase in staff turnover which again
is cosdy.
John Hunter Hospital was
commissioned in January 1991. From
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the hospital's inception it has operated
under a matrix organisational
structure, modelled on that of the
Johns Hopkins Hospital in Baltimore,
Maryland. Physiotherapists have not
been employed by a physiotherapy
department but rather, assigned to one
of six patient care divisions (PCDs).
These divisions are: paediatrics;
obstetrics and gynaecology; medicine;
surgery; anaesthesia and intensive care;
and emergency medicine. This
employment structure is consistent
across·all allied ·healthdisciplines.
Physiotherapists and other allied
health staffhave dual lines of
reporting,·with the chairperson of each
of the PCDs being responsible for
clinical and line management issues
and the director ofphysiotherapy
responsible for professional issues.
There have been definite benefits
experienced by physiotherapists
working under this structure. An
increased input by physiotherapists
into management and decision making
at both patient care and divisional
levels has resulted in an enhanced team
approach·to patient care, increased
staff satisfaction in clinical matters and
improved continuity of care.
Conversely the physiotherapy
department at John Hunter Hospital
has experienced many of the problems
discussed by Allcorn (1990) and, in
combination, they resulted in the
following difficulties for the practical
management of physiotherapy staff.
Management processes and human
resource management are complicated
and frustrating. This is demonstrated
by the need to seek permission from
the chairperson, the business manager
of thePCD arrdthe general manager
ofthe hospital for all recruitment.
Recruitment to a position which spans
two peDs requires permission from
the chairman, the ·business managers in
both peDs and then the .general
manager, resulting in a very complex
and time consuming process.
Recruitment delays often occur, with
the problem being intensified by the
lack of interest often displayed by the
many administrators·involvedand a
lack of recognition of the importance
of the position.
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A lack of definition of the roles of the
managers of the PCDs and the
physiotherapy manager has
compounded the difficulties
experienced in the recruitment of staff
and has also resulted in a marked lack
of planned staff development. The
latter problem is of major concern to
staff who rotate across PCDs. lfa staff
member who rotates between divisions
wishes to attend a course or
conference, the PCD in which they are
working will not meet the costs
involved, especially if the course or
conference is considered to be
irrelevant to that PCD.The situation
becomes worse if the therapist is due to
rotate away from that area. No one
PCD owns staff who rotate between
divisions and therefore no one will
accept responsibility for .ongoing
education and staff development. lfa
physiotherapist works permanently in
one PCD and the conference/course is
related to that specialty, the costs may
bernet but inequity exists between the
PCDs in the allocation of funds for
this purpose. Some PCDs are·able to
pay conference registration fees for
their therapists and others are not,
resulting in jealousies amongst
therapists as a result of differences in
the level of support for course and
conference leave.
Ownership ofstaff by PCDs results
in inflexibility of rostering between
PCDs which in turn results in an
inability to plan services in the most
effective way. Staff are employed in
small work groups with strict
boundaries within each PCD, so that
only minimal or no coverage is
provided across divisions when staff are
on leave. The same situation arises
when workloads increase or decrease
acrossPCDs.
The.complexity of service planning,
quality improvement and human
resource management are further
compounded by the lack of authority
over the budget for both salaries and
wages and goods and services.
Historically, the physiotherapy
department has experienced a relatively
high rate ofstaff turnover. When
PCDs experience budgetary problems,
this turnover is always seized upon as a
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means of containing expenditure. This
can result in inability to recruit
positions for many months (usually
until the new financial year). In the
history ofJohn Hunter Hospital,
budget overruns inPCDshave never
been related to overspending by
physiotherapists in either salaries and
wages or goods and services. However,
the physiotherapy department's ability
to recruit staff and to purchase goods
and services is curtailed when other
professions do overspend.
The inability to monitor expenditure
due to the devolution of budgets to
PCDs results in difficulties for the pay
office in regard to mapping staff costs.
Maintaining records ofstaff
movements, and with whom financial
responsibility for staff should rest,
results in many hours lost in making
financial adjustments. This problem is
compounded, as peDs seem to be
unaware of the number of
physiotherapists they employ. They
are also unaware ofthe rotation ofstaff
and the continual How of
communication from the
physiotherapy department in regard to
these issues does not improve the
situation.
The lack of authority over the goods
and services budget has resulted in
both inefficiencies in ordering, and
inability to obtain goods necessary to
provide services. Ordering ofgoods
- and services is the responsibility of the
peDs. Goods used by the
physiotherapy service, for example
plaster, are currently ordered in small
amounts by four separate nurse unit
managers,and by the paediatric
physiotherapists. The hospital would
benefit from the economies of scalein
placing one large order. This problem
arises for most goods required by the
physiotherapists. If particular
physiotherapy supplies are not seen as
important to the PCDs, they may not
be ordered. This budgetary situation
for physiotherapy staffnegates any
incentive to find efficiencies. No
advantage is passed on for these
efficiencies, as they are invariably used
to fund the overruns and financial
inefficiencies of other professional
groups.
Many of the problems are a direct
result of the decision to rotate staff
between the various PCDs. The
physiotherapy department atJohn
Hunter Hospital chose to rotate staff
to provide new graduates with a variety
of clinical experience and to allow
senior graduates (2nd and.3rdyear) to
consolidate their knowledge base in
preparation for specialisation through
longer rotations. The authors feel that
early permanent employment in one
patient care area leads to premature
specialisation.
The physiotherapy department
experienced difficulties in recruiting a
permanent head of department. This
occurred as a result of an
understanding by potential applicants
of the difficulties involved with the
organisation of a department when the
director has no line management
responsibility or budgetary control. In
reality, the department head was being
asked to manage a department which
has no members.
In February 1995, theJohn Hunter
Hospital undertook a strategic
planning process. Following the
recognition of the problems discussed
and the need to strengthen other
essential services, the hospital's
management board approved a revised
organisational structure for the
operating divisions. The revised
structure meant many changes,the
most significant for allied health being
the establishment of a division of
clinical support services. The creation
of the new division involved the
centralisation of physiotherapy,
occupational therapy, social work,
dietetics, speechpathology,pharmacy,
psychology and biomedical
engineering services into clinical
departments based on professional
lines of responsibility.
The division of clinical support
services is now operational. The
chairperson is elected by and from the
directors of the member departments,
having achieved financial and
organisational equity with the
chairpersons of the patient care
divisions.
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The process used to create a
physiotherapy department ensured a
major emphasis on retaininpthe.
identified.advantages experIenced In
the matrix structure. This was achieved
by conducting customer focus. groups
with each of the patient care divisions
to identify their requirements and
preferences in physiotherapy service
provision. These details have been
documented in service agreements
between the physiotherapy.department
and each of the patient care divisions.
In brief, in the short time since the
finalisation of this restructuring
process, the physiotherapy department
has enjoyed a higher staffing level.
This has been a result of the
department's ability to remain within
budget and therefore the ability to gain
immediate approval to recruitnew
staff. Budgetary control has also
resulted in savings when ordering
goods and services which have then
been available to fund other
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physiotherapy ne~ds,such as capital
works in the physIotherapy
department, which could not be
funded under the previous structure.
Less time is consumed by cumbersome
administrative processes and more time
is able to be spent on professional
issues and clinical care.
Summary
Matrix management is a complex
organisational form which can create a
number ofoperating proble.ms.
Hospitals must fully apprecIate these
problems when considering the
implementation of this form of
organisational cha~ge (Allcorn 1990).
In particular, matrIX management
presents manydiffic~tiesf~r
professional groups In relation t~ .
professional developu:ent, orga~~satIon
and recruitment. \Vhile recognISIng
the benefits provided by product line
teams the authors nevertheless feel
that i~ is essential to maintain the
strength and auth~rityprovided by a
centralised profeSSIonal department.
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